'To many it would seem inadvisable to suggest any further reasons for extracting teeth at the present time: they would hold that teeth are being extracted in such large numbers for reasons so often inadequate that there is a serious risk that dentistry may soon cease to exist as an art without the compensation of becoming a science.
It is quite true that a great number of teeth are being extracted to-day, especially in America, quite unreasonably; this does not invalidate the surgical principles on which such treatment is based, but merely implies a lack of logic and proportion on the part of those who apply such principles in an indiscriminate fashion. There are signs that the responsible leaders of dental opinion in America are realizing this, and that more moderate views will soon assert themselves. Yet when we consider the surgical principles which have been responsible for effecting this change in our outlook, it is impossible to dleny their cogency or to fail to recognize the wholesome character of the change they have effected in the practice of our profession. The " master word," as Osler might have called it, in dentistry to-day is stagnation. Our main task is to eliminate stagnation in the mouth. In attempting to restore function we have to be careful that our conservative work does not in itself cause stagnation. Above all we must be sure that all our work is of such a nature that, given a reasonable amount of co-operation on the part of our patients, the improvement we have made is maintained. Accepting these principles I therefore bring before you some additional reasons for extracting teeth which appear to me to be worthy of consideration.
The title of my paper implies that I deliberately advise the extraction of the third molars in order to prevent stagnation and subsequent infection, and that this shoutd be carried out at Ps early a stage as possible as part of our preventive measures against dental sepsis, before there is any recognizable morbid process around them or the patient complains of any symptoms in connexion with them. This may seem to some as absurd as the attitude of a dentist-recently described by Dr. C Anatomically and functionally the third molar is the least important tooth in modern man; pathologically it is the most important for, more than any other tooth does it lead to conditions which may be sufficient to cause death, and, short of this, it does very frequently lead to conditions of varying severity. These are well brought out in an instructive chapter contributed to Bennett's " System of Dental Surgery," by Warwick James. The reasons which render the third molar in the mandible so important from the pathological standpoint follow naturally on those which make it an unimportant tooth functionally. Without entering too fully into the anatomy of the third molar some -reference must be made to' it, for my argument depends primarily on that.
The third molar tooth both in the upper and lower jaw is a degenerate tooth. According to Duckworth this degeneracy commences even in the gorilla and is progressive in man. But more important from our point of view is the fact that there has been a progressive shortening of the body of the jaw, so that the third molar when it erupts encroaches on the coronoid process, with the result that eruption remains incomplete. We can distinguish two varieties of incomplete eruption in the third lower molar: first, it may be incompletely erupted in relation to the bone; secondly, eruption may be complete as far as the bone is concerned but incomplete in relation to the soft tissues. The first variety includes all conditions of impaction, where the position of the tooth is such that there is a mechanical obstacle to eruption; but in many cases even where impaction is absent, such teeth may remain partly erupted for an indefinite period. At intervals there is an attempt at eruption usually accompanied by discomfort, and the tooth may gradually struggle into a condition of complete eruption as far as the bone is concerned. The second class of imperfect eruption in relation to the soft tissues is a much larger one: indeed it seems to me that we may say that the lower third molar is with rare exceptions always imperfectly erupted in modern European man. If we examine a mouth in which conditions are favourable in that there is no crowding and all the teeth are present, and look at the lower third molar, we find the following conditions: The tooth is usually of good size; it may have erupted without giving any pain; the occlusal surface may be on a level with that of the second molar, and it may occlude with the corresponding upper molars. On the buccal aspect the gum may be tightly bound down to the neck of the tooth and the gingival trough of normal depth; anteriorly and lingually the soft tissues may be equally normal. Such a tooth would be regarded by many as quite normal, and if it became carious they would consider conservative treatmient of it justifiable. If now we examine the posterior surface of the tooth we find a quite different condition. Instead of the body of the jaw extending backward beyond the tooth and being covered by gum which is tightly bound down to the bone except where it bounds a gingival trough of normal depth, we find that the posterior surface of the tooth is in close relation with the ascending surface of the coronoid process, like a house built partly into the side of a hill; the soft tissue covering the anterior surface of the coronoid is in contact with posterior aspect of the third molar and constitutes an enormously exaggerated gingival trough. be removed by the toothbrush or by using a mouth-wash; while the difficulties of reaching the area with silk or wool are too great for it to be hoped that the ordinary individual will ever be successful in this.
Not long ago reference was made to the stagnation which habitually occurs around the third molar; I had long noticed this myself, and it had led me to formulate the idea that these teeth should be removed as early as possible in the majority of cases. I have met with varying success in persuading patients to part with these teeth. Frequently they decline to lose teeth which, from their point of view, are giviDg no trouble, and not unnaturally, their objections seem reinforced by the fact that often other dentists have carried out extensive conservative work on the third molars.
As to how far my arguments will seem valid depends on two things: first, what significance attaches to the presence of this stagnant area, even in the absence of recognizable symptoms ? Secondly, is there evidence to show that this region becomes an area of lowered resistance leading to definite infection, in a number of cases sufficiently large to warrant our advising the extraction of the third molars, even where obvious signs of infection are absent and the teeth are of functional use ?
As to the first question it depends on the significance which the dentist attaches to the presence of stagnation. If he holds that its elimination is his chief task and that its presence in the mouth can never be regarded lightly, no matter how healthy the patient may appear to be, then these arguments may seem to have some force. If, on the other hand, he concedes the theory without any real conviction, not hunting for areas of concealed stagnation but waiting until they are forced on his notice, then he may consider that my arguments are an example of theory " running amok." If, as is unfortunately true of a few, the dentist is frankly sceptical, both in theory,and practice, of the gravity of stagnation and regards dentistry as a branch of architecture in which foundations scarcely matter, then he will consider my plea ridiculous.
With regard to my second point, I think there is a good deal of evidence to show that the third lower molar is an area of lowered resistance. Where the tooth is imperfectly erupted in regard to the bone, and especially when it is impacted, the anatomical conditions frequently lead to infection which may have very serious results. If actual impaction is absent, serious symptoms necessitating urgent extraction may only arise in a few cases, but in a considerable number of people there is evidence of a definite sub-acute infection which at periods becomes exacerbated and gives rise to symptoms of pain and local swelling or ulceration. This often appears to be correlated with periods of eruptive activity. Even in these cases the balance between the resistance of the tissues and the infection may be flepressed in favour of the infection, and an acute condition may result. If this does not happen in course of time the tooth may struggle into place, completely as far as the bone is concerned, but almost invariably incompletely in relation to the soft tissues. In many cases, if the dentist is consulted, he will advise an expectant treatment, and if the result I have described in the previous sentence follows, he may regard it as ample justification of his delay. I have frequently seen such cases in 'Which there has been a history of occasional disconfifort and eventually the tooth has come through intQ occlusion. I have often found evidence of definite infection; not merely stagnation but actual ulceration of the muco-periosteum and a condition of local pyorrhoea. I believe that many cases of pyorrhoea commencing in the molar region can be traced to the third molar. Another fact that suggests that the third molar is an area of lesser resistance is that, according to Maurel, in mercurial stomatitis the gum behind the third molar frequently shows signs of infection in advance of the rest of the mouth. It may remain limited to this region and be present on one side of the mouth only, usually the side on which the patient rests at night, another point which emphasizes the role which stagnation plays in predisposing toward infection.
In acute ulcerative stomatitis, which occurred so commonly among the troops in the Great War, it was frequently observed that the infection had commenced around the third lower molar. I often saw such cases in which the tooth was in occlusion and free from caries, and it was obvious that the stagnation which I believe to be habitually present had acted as the predisposihg cause in favouring the selection of that site for the commencement of the disease.
These are the reasons for stating that stagnation around the third molar does lead to a lowered resistance of the tissues in that part.
It may be argued that infection occurs in too few cases to justify extraction of teeth useful for mastication, but I believe that a careful investigation of the clinical history would show that in a far greater number of cases than is commonly imagined, there has been at some time a definite infection. But even beyond all this I would still advocate extraction of these teeth on the grounds that an area of persistent stagnation can only be harmful to the patient, and that what I have termed prophylactic extraction, before any symptoms arise, should be carried out. It is admitted that the operation is severe and that after-pain is common, but I would suggest that the severity of the operation and the amount of after-pain is often increased by the fact that extraction is not resorted to until there is definite infection. I believe that early extraction would obviate much of the pain.
With regard to the maxillary third molar, anatomically its position does not favour stagnation in the same way as the lower third molar, but whenever the lower tooth is extracted the upper tooth should also be removed as well, for under these conditions it is entirely functionless and, if left, will soon become a focus for stagnation. Of course there are certain exceptions. Very rarely the mandible may be so well formed that the tissues behind the third molar are normal and do not favour stagnation. Such cases I believe to be extremely rare in modern man. In a larger number of cases the space created by early loss of some of the anterior teeth has allowed the third molars to come forward. Under these conditions there may be no special liability to stagnation and the teeth can be safely left.
I am aware that there is nothing novel in what I have said and I believe that many dentists have for long practised what I am preaching. I have often been surprised, however, to note how frequently patients who obviously pay regular visits to the dentist show conservative treatment of the third molars. Often the work is so extensive that it must have taken a long -time and entailed a severe strain on the operator. Sometimes it is carried out in teeth which scarcely have the justification of being in occlusion with the upper molars. It is very evident therefore, that many dentists regard these teeth as being sufficiently valuable to be worth saving when carious, and are the less likely to consider it justifiable to extract them when they are free from caries and not the cause of any pain. For these reasons I have thought it worth while to put before you the anatomical and pathological arguments which to my mind justify early extraction of the third molars on the ground that by so doing we are eliminating an area of stagnation from the mouth which, there is evidence to show, acts as a predisposing factor to infection in many individuals.
